Fof practically every one of the common pathogenic organisms being the cause of acute or chronic joint trouble. He did not think one could, either clinically or radiographically, diagnose a tuberculous joint from one due to other organisms, and he believed the bacteriological was the only sure method of differentiating tuberculous, pneumococcal, gonococcal, meningococcal, typhoidal, para-typhoidal, Bacillus coli, and other infections. In the present case he would be content with the recognition that the boy had chronic arthritis, and would decline to attach a more definite label to it. And as the patient -appeared to have recovered, he certainly would not attempt to achieve the impossible.
Pneumonia and Encephalitis Cerebelli.
W. H., AGED 21 years, was admitted to Paddington Green Hospital, under the care of Dr. Sutherland, on January 6, 1914, suffering from convulsions and left basic pneumonia.
History: For two days he had been languid, feverish, coughing a great deal, and calling out in his sleep. At 7 a.m. on January 6 he was brought to hospital in a fit of generalized convulsions.
On admission: Well-nourished child; herpes on upper lip; temperature 103.80 F., respiration 36, pulse 132. Definite pneumonic consolidation at left base. One severe and several minor attacks of generalized convulsions, with conjugate deviation of eyes to either side, occurred during the two hours following admission, after which the fits ceased; but the child remained in an irritable, semi-conscious condition, resembling that of advanced meningitis, for upwards of a fortnight. Well-marked tache c6rebrale; occasional twitching and rigidity of limbs, but no retraction of head; respirations cyclical, irregular, deep, or shallow at times; incontinence of sphincters. Optic disks and ears normal.
On lumbar puncture fluid escaped slowly under some pressure; it was clear, formed no clot, contained no excess of albumin nor of cells, but sugar rather in excess; no organisms found in films.
The temperature fell by lysis, became normal on January 17, and remained so. The signs of pneumonia gradually cleared up; but for a week or more the child seemed imbecile, extremely irritable, with a wild or vacant look, speechless, dribbling, unable to hold his head up or to sit upright. There was no squint, pupils and disks were normal, no nystagmus. Examination of cerebrospinal fluid again negative. Intelligence slowly improved, he smiled, took notice, became less Section for the Study of Disease in Children irritable, though still speechless, a,nd incontinent. Signs of cerebellar insufficiency were now apparent. Inability to stand or maintain equilibrium when sitting, general weakness and hypotonia of all muscles of limbs, marked intention tremors and ataxy on voluntary movements, especially of right upper extremity. Knee-jerks exaggerated, plantar responses flexor, abdominal reflexes sluggish. He was discharged after being seventy-two days in hospital, slowly improving though still unable to stand, tremulous and ataxic. Speech had not returned, but power over sphincters had been regained.
Present condition: Quite intelligent, hardly any ataxy of hands, can feed himself and play with toys, can sit up but cannot stand without support, and still swaying to and fro or from side to side. He is still unable to speak but makes effort to do so.
Remarks.-The most probable diagnosis in this case is encephalitis rather than any form of meningitis. Most cases of polio-encephalitis have been associated with some acute infection, usually measles or some other exanthem. Here the association was with pneumonia, but it is impossible to say whether the encephalitis was due to pneumococcal or some other infection. Although the symptoms eventually pointed to cerebellar affection, they certainly suggested a much more widely spread disturbance at first, and we are not justified in regarding them as solely due to cerebellar encephalitis. But as in poliomyelitis so in polioencephalitis, the early symptoms are always more widely spread than can be accounted for by the ultimate site of the lesion. The absence of head retraction and opisthotonus, and also the normal condition of the cerebrospinal fluid, would seem to exclude posterior basic or other form of meningitis. Had the symptoms been due to meningitis interna serosa, (internal hydrocephalus), optic neuritis, headache and vomiting would probably have been present. Moreover, the cerebellar symptoms in internal hydrocephalus are caused by pressure downwards of the pons, cerebellumn and its peduncles into the foramen magnum. Their long persistence would imply that internal hydrocephalus was still present, but of this there is no evidence.
DISCUSSION.
Dr. SUTHERLAND said his views on the case were somewhat like those just expressed by the President. The patient came into hospital suffering from pneumonia, with cerebral symptoms, which were not regarded as very unusual. When lumbar puncture was done the fluid was found to be under considerable pressure, but no organisms were grown from it. He thought the fluid was of the type associated with serous meningitis. After the acute symptoms passed off the mental symptoms and the general paresis were so striking, and the recovery was so slow, that a diagnosis of acute encephalitis was made. The interest to him was its association with the pneumococcus. The white cell count was 45,000-exceptionally high even for pneumonia in a child. Considering the protracted nature of the illness, he doubted the prospect of a complete recovery, though further improvement would probably ensue.
Dr. COCKAYNE, speaking of the association of pneumonia and polioencephalitis, said that one of the cases which Dr. L. G. Parsons described in his paper was associated with pneumonia. The child was under a year old, and had persistent retraction of the head and a curious tremor, but no optic neuritis. Lumbar puncture produced clear fluid, from which nothing in the shape of organisms was grown. At the time it was regarded as an accidental association.
Dr. MILLER, referring to the case spoken of by Dr. Cockayne, said Dr. Parsons and he had received the tradition that polio-encephalitis (of the type allied to polio-myelitis) nearly always followed some acute infection or exanthem; but in one year only one case out of twenty-six cases of poliomyelitis had had an exanthem or fever in the preceding three months. The same was true in a series which he took over another year. He took it that in the present case the name encephalitis was given on the supposition that there was a destructive lesion in the cerebellum due to a local infection. Otherwise it was possible to explain the whole condition as due merely to profound toxic changes in the brain.
Dr. MIDELTON asked why, in inquiring as to infectious disease in the history of the case, any limit of time should be placed restricting it to a few months. The causal germs might lie latent for a long time.
The PRESIDENT (Dr. Guthrie) replied that he was surprised to hear the remark of Dr. Miller as to the rarity of association of encephalitis with exanthemata. Several of the cases he had himself come across had been associated with measles or some other exanthem. He did not contend that there was a destructive lesion of the cerebellum; he regarded it as a case of toxic interference with the activity of the cerebellar centres, and he said that, because in the great majority of cases perfect recovery ensued in time. For that reason his prognosis in this case was much more cheerful than that expressed by Dr. Sutherland. He believed that in a year's time the child would be walking about well, and he would not be surprised to hear that the speech had returned before that date; the child was already making prodigious efforts to articulate.
